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Haemophilus inffuenzae type b endocarditis in a woman 
with mitral valve prolapse 
Clin Microbiol Znfect 1998; 4: 115-1 16 
Haemophilus species are the most common cause of 
endocarditis among members of the HACEK group of 
fastidious coccobacilli [ 1.23. However, endocarditis due 
to Huemophilus inzuenzae type b is rare, with only 11 
cases reported to date [3] .  We describe the first case of 
Haemophilus injuenzae type b endocarditis in a patient 
with mitral valve prolapse. 
A 29-year-old woman was admitted to our hospital 
because of fever of 8 days' duration. Her fever was 
remittent, with several peaks to more than 40°C per 
day, concurrent with rigors, and malaise. She also 
complained of headache (without nuchal rigidity), low 
back pain, and myalgia. She was a hotel employee on a 
Greek island and had not traveled abroad in the past 2 
years. Her past medical history was unremarkable. She 
had undergone several orthodontic procedures in the 
previous 6 months without chemoprophylaxis, since 
she had never been found to have a cardiac murmur. 
O n  admission she was febrile (39 "C) and appeared 
ill. She had a heart rate of 108/min, a blood pressure 
of 100/70 mmHg, moderate pallor of the skin and 
mucosa and mild tenderness on examination of the 
abdomen; otherwise her physical examination was 
unremarkable. Her initial laboratory tests revealed a 
mild normochromic anemia, moderate thrombocyto- 
penia (84 000 platelets/yL), leukocytosis (18 800 white 
cells/yL with 89% neutrophils) and an erythrocyte 
sedimentation rate of 103 mm/h. Further tests were 
negative for infectious, neoplastic, collagen vascular and 
systemic diseases. Imaging studies of the head, thorax 
and abdomen were negative, except for the presence of 
slight enlargement of the liver and of a small amount 
of pleural fluid bilaterally. The pleural fluid was trans- 
udative, with few cells and a negative culture. Her urine 
culture was negative. 
O n  the second day of her hospitalization she was 
placed on intravenous ceftriaxone and gentamicin after 
six sets of blood cultures had been taken. O n  the fourth 
day, two sets of blood cultures (taken the first day) grew 
a Gram-negative coccobacillus with microscopic and 
colonial properties suggestive of Huernophilus species. 
The P-lactamase test, based on chromogenic cephalo- 
sporin, was negative and susceptibility testing on haemo- 
philus test medium (agar diffusion method) showed 
sensitivity to ampicillin, chloramphenicol, cefotaxime, 
ceftriaxone, erythromycin, trimethoprim-sulfameth- 
oxazole and amoxicillin-clavulanate. A transesophageal 
echocardiogram revealed mitral valve prolapse and 
a small vegetation. The regimen of ceftriaxone and 
gentamicin was not changed. 
The blood isolate was further identified as Huemo- 
philus infEuenzue by the X and V factor requirement (X 
and V factors disks, OXOID, Unipath Ltd, Hampshire, 
UK). It was found to belong to biotype VI according 
to indole, urease and ornithine decarboxylase pro- 
duction and was serotyped as Huernophilus intuenzae 
type b by the slide agglutination method (DIFCO 
Laboratories, Detroit, Michigan, USA). 
Despite appropriate antibiotic treatment, her fever 
did not resolve. She also developed bilateral ankle 
edema and arthralgia. Her blood cultures, however, had 
become negative after she was placed on antibiotics. 
Imaging studies of the thorax and abdomen were 
unchanged. O n  the 13th day of her hospitalization, a 
new transesophageal echocardiogram showed enlarge- 
ment of the vegetation on the mitral valve. Chloram- 
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phenicol was added to her antibiotic regimen. Because 
of the persistence of high fever, a head C T  scan was 
pedormed, and showed multiple septic emboli. She 
\vas transferred to a cardiothoracic surgery unit, where 
she underwent emergency niitral valve replacement. 
Postoperatively, she received intravenous ceftriaxone 
for 4 weeks, and she is well 9 months after her 
discharge. 
This young woman had all the characteristics of 
endocarditis due to Haernophilus inflzienzue, a potentially 
lethal condition; large vegetations, multiple emboli, 
progression of the vegetations despite appropriate 
treatment and sterilization of blood cultures, and need 
for emergency surgical intervention [l-51. Since she 
had undergone several invasive dental procedures, we 
assume that the pathogen originated from the oro- 
pharynx. This case is instructive not only because it 
shows all the clinical features of Haeniopliilns i@uenzue 
endocarditis, but also because it happened in a patient 
with mitral valve prolapse without a murmur. In patients 
with mitral valve prolapse and a systolic murmur, 
chemoprophylaxis is recommended, but in patients 
without an audible regurgitant murmur, it has been 
estimated that the risk of endocarditis is not signi- 
ficantly increased compared to that of persons with 
normal valves (61. 
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Comparison of the effect of two decontamination 
procedures on the detection of Mpbacterium 
tuberculosis complex in respiratory specimens by 
a target-amplified test 
CIin 'Wicrobiol Infect 1998; 4: 116-1 18 
Reports of' a re-emergence of tuberculosis [I-31 
(mostly favored by HIV infection), hospital outbreaks 
[4] and multiresistant tubercle bacilli [5-71 emphasize 
the importance of correct and rapid diagnosis arid 
specific therapy. 
A commercially available isothermal transcription- 
mediated amplification system developed by Gen- 
Probe (San Diego), which detects Mycobacteriurn 
tuberculosis complex directly in respiratory specimens, 
can detect as few as one mycobacterium cell equivalent 
[8] .  According to the instructions of the manufacturer, 
the amplified Mycobacterium Direct Test (MTD) 
should be carried out only with sediments of specimens 
decontaminated with K-acetyl-L-cysteine (NALC)- 
NaOH procedures or NaOH procedures recom- 
mended by the Centers for Disease Control and 
Prevention (Atlanta, GA) [9,10]. 
However, Pfyffer et al. [ l  11 evaluated the MTD 
for sediments of sputa and bronchial and tracheal 
aspirates, and bronchioalveolar lavages decontaminated 
with sodium dodecyl (lauryl) sulfate-NaOH (SDS- 
NaOH) and found almost equal sensitivities and 
specificities in comparison to the NALC-NaOH 
decontamination procedure. A decontamination with 
SDS-NaOH [12] and sodium triphosphate [13] was 
used by different study groups for the MTD for non- 
respiratory specimens. 
Another decontamination procedure is based on 
the antibacterial activity of the quaternary ammonium 
compound benzalkonium chloride. This decontamina- 
tion method is used in our laboratory. To investigate the 
influence of benzalkonium chloride decontamination 
of respiratory specimens in comparison with the 
recommended NALC-NaOH decontamination pro- 
cedure on the MTD, we compared 18 specimens (17 
sputa, one bronchoalveolar lavage) from which M.  
tuberculosis had previously been isolated by culture, with 
18 specimens (12 sputa, two tracheal aspirates, four 
